DISCUSSION.
Dr. H. SEMON asked whether Dr. Fordyce had suggested any Eetiology of the condition.
Dr. BARBER replied that Dr. Fordyce regarded the condition as inflammatory, though the nodules were evidences of a secondary epithelial hyperplasia. Fordyce did not say whether he considered that syphilis had anything to do with it.
Case for Diagnosis (? Parapsoriasis en Gouttes). By H. VT. BARBER, M.B.
THIS patient has an eruption on the arms, over the shoulders, on the hips and legs identical with that seen in cases recently shown by Dr. MacCormac.
History.-The eruption began on the arms and body about six months ago. Dr. MacCormac very kindly saw her with me and agreed that the case was similar to his own cases, and he suggests that the eruption belongs to the group described as parapsoriasis en gouttes, a conclusion with which I agree. Many of the lesions show well the adherent scale which gives the appearance, at first sight, of atrophy. Brocq figures a similar case in his "Pr6cis-Atlas de Pratique Dermatologique." He points out that in some cases somewhat infiltrated papules are mixed with the more characteristic lesions and that' histologically the structure is analogous to that of the tuberculides, according to Civatte. When I first saw my patient there were definite papular lesions which, clinically, were suggestive of tuberculides. The complement-fixation test to tubercle is positive, but my experience of this test has not convinced me of its value. (A section was shown.)
Dr. GRAHAM LITTLE (President) said that the case he showed before the Section two meetings ago had been under treatment without any local applications; only streptococcus vaccines had been used. The patient had improved very much indeed. He thought Dr. Barber's case was a little unlike the instances of parapsoriasis en gouttes he had seen; the latter were usually very intractable, and the fact that the present patient was getting well seemed to emphasize the difference.
Dr. A. M. H. GRAY said he thought parapsoriasis en gouttes was very rare. The lesions were chiefly on the trunk and were very resistant to treatment. The striking feature about them was the underlying lichenoid appearance of the lesions. After removal of a scale, the surface was seen to be very flat and shiny. The lesions in Dr. Barber's case were not quite like that.
Dr. GRAHAM LITTLE (President) said he had had a case which could be described exactly in Dr. Gray's words. The patient was a legacy from Sir Malcolm Morris's clinic, and he (the President) had had it under observation ten years, and it proved absolutely intractable.
Case of Rheumatoid Arthritis, Old Endocarditis, Tubercular
Peritonitis, and Papulo-Necrotic Tuberculides.
By H. W. BARBER, M.B.
PATIENT, a female, V. S., aged 32. Previous History.-Her rheumatoid arthritis began at the age of 18, the finger-joints being affected first. Her teeth had been removed eighteen months before her first admission to Guy's Hospital.
She was admitted under Dr. Beddard, March 6, 1923, for pyrexia and signs of endocarditis. At that time there is a note in her report saying that there were scars on the outer sides of the legs, which had been present for about two years, and which had resulted from "small boils containing yellowish fluid." Dr. Beddard saw her on March 9, and diagnosed aortic endocarditis and regurgitation.
Two blood cultures were negative. A Streptococcus longus was recovered from the faeces-type not stated-and from this a vaccine was made. Swabs from the tonsils yielded only Micrococcus catarrhalis and Staphylococcus albus. 'She developed bronchitis, and a.
Streptococcus longus was found to predominate in the sputum.
The vaccine injections gave little or no reaction either in the joints or generally.
On April 23 she vomited four times, and developed abdominal pain, which settled in the right iliac fossa, where there was tenderness and rigidity. Appendicitis was diagnosed, but the abdomen being opened the patient was found to be suffering from tubercular peritonitis. Large calcareous glands were found in the mesentery and in the right iliac fossa. The appendix appeared normal and was not removed. The temperature fell to normal on August 24, and she was discharged.
I first saw her early in November on account of an eruption on her legs, hands, forearms and elbows. The appearance of the lesions were those of a tuberculide of the papulo-necrotic type. She was readmitted to hospital under my care on November 14. Dr. Eyre was asked to see the patient with a view to inoculating a guinea-pig with material from one of the active lesions, but unfortunately by the time he saw her they had subsided.
Investigations. -Wassermann reaction negative. The complement-fixation test for tubercle was done November 25, and was negative. It was repeated November 29, both new and old antigen being used, and in each case the result was completely negative.
The faeces yielded no growth of Streptococcus longus, but only one specimen has so far been examined, so that this observation is of no significance.
The tonsils were definitely septic and have been removed. Culture of excised tonsils gave a mixed growth of Streptococcus longus and Micrococcus catarrhalis.
X-ray report on joints of fingers and wrists: "The metacarpo-phalangeal and interphalangeal joints show a symmetrical arthritis. The several affected joints show extensive erosion of the articular cartilages and underlying bone. There' is very little new bone formation and no loss of detail in bony structure. The inferior radio-ulnar joints show similar changes but less advanced. Guy in the Archives of Dermatology and Syphilology1 of this month. One of these cases is apparently an exact counterpart of my case, as there was rheumatoid arthritis of the same type, and the same type of papulo-necrotic eruption on the arms and legs. No evidence of tuberculosis, however, could be discovered.
The patient had, however, general visceroptosis with very marked intestinal stasis, and the feces contained streptococci both of the viridans and hamolytic type. Examination of the teeth, tonsils, and nasal sinuses gave only negative findings.
The other case was also negative as regards investigations for tuberculosis, there was no arthritis, but there were marked signs and symptoms of hyperthyroidism. The teeth and sinuses were negative, but the tonsillar crypts contained Streptococcus viridans in pure culture: this organism was also constantly recovered from the stools.
Guy injected pure cultures of Streptococcus viridans into the skin of these patients and produced indolent inflammatory lesions, leaving fine scars. Inoculation into thirty healthy persons did not produce lesions, but inoculation into two individuals with circulatory stasis produced lesions resembling papulonecrotic tuberculide. He then injected attenuated colon bacilli. In addition to local lesions resembling tuberculides, there appeared an extensive crop of lesions on the arms and legs that closely resembled the local lesions and papulo-necrotic tuberculide. These lesions persisted for two months and left fine scars. He therefore concludes that "clinical " papulo-necrotic tuberculide in certain cases is the result of diissemination of a variety of feebly pathogenic organisms from different foci of infection, localization and lesion formation determined by circulatory stasis and lowered resistance."p In my case it is possible that the lesions on the arms and legs are true tuberculides, since the patient has had tubercular peritonitis; but the appearances described at the laparotomy were those of old healed tubercle, and the complement-fixation test, on the value of which I am not qualified to express an opinion, is completely negative. It is possible that in my case the papulonecrotic lesions are also due to endogenous inoculation of the skin with organisms other than the tubercle bacillus.
In view of what is stated in Dr. Guy's article, during the last few days examinations of her intestines by X-rays have been made, and they show marked ileal stasis, and marked stasis in the colon.
DISCUSSION.
Dr. A. WHITFIELD said he had seen a very large number of cases of papulonecrotic lesions of tubercular nature, and in a large proportion it was almost impossible to find the original source. In the old days he took them into hospital and tried their reaction with the old tuberculin, and he had not had one case of the kind which did not show an enormous constitutional reaction to the old tuberculin, which he still regarded as the most certain diagnostic test, though it was admittedly too risky to employ from the patient's standpoint.
Dr. GRAHAM LITTLE (President) said that he had shown three cases of papulonecrotic tuberculide which came on in young children immediately after measles, and that the influence of measles in fostering tuberculosis was well known. His view coincided with that of Dr. Whitfield, that in the majority of these cases there was associated tubercle.
With regard to the complement-fixation test, at St. Mary's there was a special exponent of that test, and many tests were done with it. They believed in it so much there that if it proved negative in a case, there was hesitation in diagnosing the case as tubercle.
